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Testing for HIV in California:
Volume and Seropositivity in Private versus Public Sites

Counseling about risks for human immunodeficiency virus (HIV) infection and phlebotomy for HIV testing
may be performed at public or private sites. Since 1985, counseling and testing data from public test sites t
been used extensively for HIV prevention planning at the state, regional, and local levels. Although studies h.
examined the sources of specimens for HIV testhim our knowledge no specific data for California are
available. This report summarizes the results of a survey of laboratories in California to determine the relat
proportion of HIV tests and seropositivity rates from private versus public test sites.

In 1995 a standardized questionnaire was sent to directors of all 412 laboratories licensed to conduct F
antibody testing in California. We classified the laboratories as private (including hospitals, blood banks, plas
centers, and out-of-state laboratories) or public. From the 385 laboratories eligible to participate, we obtaine
58% response rate (43% percent of private and 98% of public laboratories returned our survey). The sur
instrument asked for information on the numbers of enzyme-linked immunosorbent assay (ELISA) tes
performed and of confirmed HIV positive results by type of testing site. We classified the testing sites in
private (blood banks, insurance companies, private medical doctors, and health maintenance organizatic
public (state and county facilities, family planning clinics, drug treatment clinics, and sexually transmitted disea
clinics), other (universities and immigration sites), or unknown.

The majority (90.6%) of specimens tested at public laboratories came from public test sites. At priva
laboratories, the majority (86.3%) of specimens came from private test sites. Overall, 76.4% of specimens c:
to the laboratories from private test sites (Table 1). Public test sites had a higher HIV seropositivity (2.26¢
compared with private test sites (0.09%). Approximately one in seven (14.4%) HIV positive test results in o
survey came from private testing facilities.

Editorial Note: In several studies, the private sector was the source of more than 60% of voluntary HI
tests.’™ Our survey results on testing volume are consistent with these studies. On the other hand,
seropositivity for private test sites in this study (0.09%) was much lower than in a previous study reported frc
Oregon (1.4%f§. The reasons for this discrepancy are unknown.

While our survey data from public laboratories were nearly 100% complete, our response rate from priv:
California laboratories was less than 50%. Given that the majority of specimens tested at private laborato
came from private test sites, the relative contribution of HIV positive results from private test sites likel
represents a low estimate of the true percentage. Thus, California’s HIV prevention strategies based on pt
test site data include demographic and risk behavior information from a maximum of 86% of all HIV positiv
results.

This study had several other limitations. First, we do not know how the seropositivity rates among no
responding laboratories differ from the rates among responding laboratories. Second, we have no data on
ethnicity, sex, previous test results, reason for testing, and behavioral risks for HIV among persons tested. Tl
variables are important to prevention research, which can translate into applied prevention profgirathg.
because no identifying patient information was collected, these data represent tests, not individual persons.

The predominance of HIV tests (not positives) from private test sites suggests a need to evaluate F
counseling and testing in this sectdf. Such an evaluation may aid in determining the quality and effectiveness
of counseling and prevention messages, and may assist individuals to adopt and maintain low or no-i
behaviors. Future research on the type of behavioral messages disseminated in the private sector would assi
decreasing the spread of HIV in California.

Monthly Report from Prevention Services, CA Department of Health Services, 714 P Street, Sacramento, CA 95814
Edited by Division of Communicable Disease Control (510/540-2566)



June 1998 California Morbidity 2

Table 1. Number of ELISA tests and HIV seropositivity by type of test site where specimens were collected --
California, 1995

Tests Positive Tests Seropositivity

Test Site Type Number  Percent Number Percent Percent

Private 1,733,335 76.4 1,621 14.4 0.09

Public 315,795 13.9 7,122 63.3 2.26

Other 18,015 0.8 129 1.1 0.72

Unknown 200,974 8.9 2,376 21.1 1.18

TOTAL 2,268,119 100.0 11,248 100.0 0.50
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